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Dimensions of PTSD Among Older Veterans Seeking
Outpatient Medical Care A Pilot Study®

Cheryl S. Hankin,> Francis R Abueg,>? Dolores Gallagher-Thompson,*>
and Ami Laws®

We examined posttraumatic stress disorder (PTSD) arisng from a variety of stressors

among a sample (n = 30) of male veterans 60 years of age or older seeking outpatient
medical treatment. Thirty percent of this nonpsychiatric sample satisfied criteria for
lifetime PTSD. We compared PTSD and nonPTSD groups along the following
dimensions: health care utilization, somatic complaints, alexithyrnia, and developmental
timing of trauma occurrence. We found no significant differences between groups for
demographics, military history, health care utilization, or alexithymia. The
PTSD-positive group reported significantly more chest pain, arthritis, and greater
frequency and distress from trauma occurring in adolescence.
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INTRODUCTION

Posttraumatic stress disorder (PTSD; American Psychiatric Association, 1994)
among older veterans has recently received the attention of empirical researchers
(Spiro, Schnurr, and Aldwin, 1994; Aldwin, Levenson, and Spiro, 1994). Evidence
suggests that PTSD is a chronic disorder, with symptoms waxing and waning
throughout the life course (Weiss, Mannar, Schlenger, Fairbank, Jordan, Hough,
and Kulka, 1992; Op den Velde, Ealger, Hovens, de Groen, Lassahuit, VanDuijn,
and Schouten, 1993; Kluznik, Speed, van Valkenberg, and Magraw, 1986).

Researchers speculate that PTSD remains underdetected among older adults
(Blake, Cook, and Keane, 1992; Blake, Keane, Wine, Mora, Taylor, and Lyons, 1990;
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Lipton and Schaffer, 1988; Lipton and Schaffer, 1986; Nichols and Czirr, 1986).
Factors offered as explanation for underdetection of PTSD among older adults in-
clude the following: (1) there is reluctance among this cohort to discuss symptoms
of PTSD-related psychological distress (Lipton and Schaffer, 1988; Nichols and
Czirr, 1986); and (2) there is a general tendency for older adults to present with
somatic symptoms in lieu of psychological complaints (Shapiro, Skinner, Kessler,
Von Korff, German, Tischler, Leaf, Benham, Cottler, and Regier, 1984; Ruegg,
Zisook, and Swerdlow, 1988; Miller, Goreczny, and Perconte, 1992). Consequently,
older adults with PTSD-related distress may more likely seek treatment from medi-
cal rather than psychiatric services.

One oversight in current research with older veterans, however, is the sole focus
upon PTSD arising from combat-related traumatic events, rather than from a range
of events occurring throughout the lifespan. Indeed, PTSD among veterans may arise
from a variety of stressors other than combat. The veteran may have experienced
trauma in childhood or adolescence, such as sexual or physical abuse; trauma in
early adulthood, such as criminal victimization; trauma in middle adulthood, such
as natural disaster; or trauma in late adulthood, such as life-threatening illness. Any
single traumatic event or combination of traumatic events occurring over the lifespan
may precipitate the onset of PTSD. Exacerbation of symptoms may arise in response
to anniversary reactions, milestone events across the life cycle, and subsequently oc-
curring traumatic events (Archibald and Tuddenham, 1965; Christenson, Walker,
Ross, and Maltbie, 1981; Elder and Clipp, 1988; Op den Velde, Falger, de Groen,
van Duijn, Hovens, Meizer, Soons, and Schouten, 1990; Richmond and Beck, 1986;
Scaturo and Hayman, 1992; Van Dyke, Zilberg, and McKinnon, 1985).

The present investigationwas conducted as part of a pilot study of PTSD among
older male veterans. The aims of the present study were to: (1) identify older, out-
patient, medical help-seeking veterans with PTSD arising from a variety of stressors
across the lifespan; and (2) assess differences between PTSD and nonPTSD older
veteran groups along medical, psychological, and interpersonal dimensions. We re-
port preliminary findings based upon the following initial hypotheses:

1 When compared with the nonPTSD group, somatic complaints and health
care utilization among older male veterans will be greater in the PTSD group than
the nonPTSD group.

Individuals with PTSD more frequently report poorer health, chronic pain, cog-
nitive impairment, sleep disturbance, sexual dysfunction, and adverse health prac-
tices than do nonPTSD controls (Glaubman, Mikulincer, Porat, Wasserinan, and
Birger, 1989; Everly and Horton, 1989; Sutker, Winstead, Galena, and Allain, 1991;
Benedikt and Kolb, 1986; White and Faustman, 1989; Hearst, Newman, and Hulley,
1986; Shalev, Bleich, and Ursano, 1990). Additionally, Kulka, Schlenger, Fairbank,
Hough, Jordan; Marmar, and Weiss (1990) found that male Vietnam War (VN)
veterans with PTSD utilized Veterans Administration medical health services ap-
proximately 25 times more frequently than did nonPTSD-diagnosed male VN vet-
erans. While the majority of research in this area has been conducted on Vietnam
War (VIN) veteran samples, we hypothesized that frequency of somatic complaints
and increased health care utilization would extend to older veterans with PTSD as
well.
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2. The PTSD group will score higher than the nonPTSD group on a well-es+
tablished measure of aexithymia

The term aexithymiadescribes individualswith diminished ability to recognize
and verbalize their emotional state. As a result of such diminished ability, the al
exithymic individual may express distress somatically {Keltikangas-Jarvinen, 1987
Lesser, 1981). Hyer, Woods, Summers, Boudewyns, and Harrison (1990) found &
significant relationship between PTSD-diagnosed VN veterans and alexithymia as
measured by a subscale of the MMPI. Kosten, Krystal, Giller, Frank, and Dan
(1992) found that Vietnam combat veterans with PTSD who scored higher on a
measure of alexithymia showed poorer response to PTSD treatment. Pasini, della
Chiaie, Seripa, and Ceani (1992) suggest an association between increased age and
lalexithymia, such that older individualsare more likely to have aexithymic tenden-
icies than younger individuals.

3. There is a developmental timing effect for PTSD such that self-reported
frequency and distress of traumatic events in both childhood and adolescence will
begreater in the PTSD group than in the nonPTSD group. We further hypothesized
that there will be no differences in reported frequency and distress of adult trau-
matic events between either group.

Posttraumatic stress disorder among veterans may arise from stressors occur-
ring in childhood or adolescence, from combat-related events, or from post-service
experiences. Moreover, multiple traumatic events occurring throughout the lifespan
may precipitate PTSD onset or exacerbate symptoms. Researchers have noted a
significant association between childhood exposure to stressful experiences and sub-
sequent adult onset of PTSD (Bremner, Southwick, Johnson, Y ehuda, and Charney,
1993; Emery, Emery, Shama, Quiana, and Jassani, 1990; Zaidi and Foy, 1994). Such
childhood stressors may include sexual and physicad abuse, parental loss, and pa-
rental alcoholism. While this body of research has focused upon a younger VN
veteran cohort, we predicted these results would be replicated in our older sample.

METHOD
Participants

The subjects were 30 male veterans 60 years of age or older, who were seeking
medical treatment at a VA outpatient general medical clinic. Average age of par-
ticipants was 68.5 years-with a range of 61 to 78 years, mean education was 13
years (2.6 years); average annua income was $15,000 (£$5,000). The majority of
participants was married.

Materials and Procedures

Subjects completed demographic, military history, and self-reports of health
status. Cognitive impairment was assessed with a Mini Mental State Examination
(Folstein, Folstein, and McHugh, 1975). Lifetime exposure to a variety of stressful
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eventswas investigated by interview with a Lifetime Trauma Query (LTQ; Drescher
and Abueg, 1992). The LTQ is divided into three sections, which permit a chrono-
logica assessment of the type, intensity, and frequency of trauma occurring in child-
hood, adolescence, and adulthood. The Clinician-AdministeredFTSD Scale (CAPS;
Blake, Weather, Nagy, Kaloupek, Kiauminzer, Charney, and Keane, 1990) was used
as the gold standard diagnosis for PTSD. The CAPS is a structured interview de-
signed to assess DSM-III-R (and DSM-IV) criteria for current and lifetime FTSD.
An important advantage of this instrument over other structured clinical interviews
for PTSD isits ahility to both dichotomously evaluate DSM criteria aswell as evau-
ate the intensity and frequency of symptomsin the form of a continuous score.

Participants completed the following self-report questionnaires. Revised Mis
sissippi Scale for Combat Veterans (Keane, Caddell, and Taylor, 1988), MMPI-2
PK and PS subscales (Butcher, Dahlstrom, Graham, Tellegen, and Kaemmer, 1989;
Keane, Mdloy, and Fairbank, 1984; Schlenger and Kulka 1989), Penn Inventory
for Posttraumatic Stress Disorder (Hammarberg, 1992), Beck Depression Inventory
(Beck, Rush, Shaw, and Emery, 1979), Symptom Checklist-90-Revised (Derogatis,
1977), Dissociative Experiences Scale (Bernstein and Putnam, 1986), Toronto Al-
exithymia Scale (Taylor, Ryan, and Bagby, 1985), and subscales of the Family En-
vironment Scale (Moos, 1975). In addition, number of visitsto VA loca outpatient
clinics and number of days inpatient at the VA hospital for a 2-year period ending
July 1, 1994, was compiled from VA hospital computerized records.

RESULTS

Fourteen participants in our sample reported no trauma-related distress at any
timein their lives as measured by the CAPS. Seven participants reported mild dis-
tressduring their lifetime due to trauma as measured by the CAPS. When a clinica
cut-off score of 65 was applied to our sample (Weathers and Litz, 1994), seven
participantswere classified as having a lifetime diagnosis of PTSD. Two participants
scored 64 on the CAPS; we chose to include these two cases in our PTSD-positive
group. Thus, nine participants (30% of our sample) were classified as having a life-
time diagnosis o PTSD.

We found no differences between PTSD and nonPTSD groupsfor demographic
variables, combat era or theater of military service, active military combat experi-
ence, military service-related injury, typesof trauma experienced, or cognitivestatus.

As shown in "fablel, a multivariate analysis of variance revealed no differences
between groups on frequency or typesaf somatic complaints, health care utilization,
or alexithymia scores. However, univariate analyss indicated that chest pain and
arthritis were reported at a significantly greater frequency in the PTSD group.

As shown in Table II, the FTSD group reported a history of more frequent
and distressing traumatic events occurring in adolescence than did the nonPTSD
group. However, no differences were found between groups for history of traumatic
eventsoccurringin childhood or adulthood. Thus, the PTSD group of older veterans
was distinguished by the increased frequency and level of distress arising from a
history of traumatic events occurring only during adolescence.
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"fable I. Summary of Somatic Complaints, Health Care Utilization,
Alexithymia: Multi- and Univariate Analysis of Variance

Multivariate Univariate
Source of variation F-ratio F-ratio® p <
Somatic complaints 11
Chest pain 43 0.05
Headache 29 0.10
Heart disease 03 0.60
Stroke 2.6 0.10
Acrthritis 0.7 0.04
Health care utilization 0.4
Inoatient 00 1.00
Outpatient 1.0 .30
Alexithymia 0.70
TAS 0.2 0.70
“Univariate f = 1,28.
DISCUSSION

Thirty percent of our nonpsychiatric help-seekingolder veteran sample satisfied
clinical cut-off for a diagnosis of PTSD. A multivariate analysis of variance revealed
no significant differences between older male veteran groups with PTSD and with-
out PTSD on measures of health care utilization or alexithymia. Results from uni-
variate analysis of somatic complaints indicate that the PTSD-positive group
reported significantly greater occurrences of chest pain and arthritis.

The major finding in this study is that a history of frequent and distressing
adolescent trauma distinguished between PTSD and nonPTSD groups of older vet-
erans. This finding suggests that there may be developmental and timing aspects
to trauma occurrence and subsequent PTSD onset. Specifically, traumagenic events
occurring in adolescence may render the individual especially vulnerable to PTSD.
This finding generates several hypotheses.

First, since adolescence is a time of identity and self-schema formation, the
adolescent may be particularly vulnerable to the "*self-shatteringand destructuring
processes" (Hyer and Associates, 1994) created by trauma. Furthermore, the num-
ber and magnitude of transitions that occur during adolescence may be destabiliz-
ing; thus, the additional stress created by trauma may overload an already fragile

Table IT. Summary of Frequency and Intensity of Lifetime Trauma for
Childhood, Adolescence, and Adulthood: Multi- and Univariatc Analysis of

Variance
Multivariate Univariate
Source of variation F-ratio F-ratio? D <
Lifetime trauma query 30
Childhood 29 0.10
Adolescent 7.8 0.01
Adult 0.0 0.80

“Univariate df = 1, 28,
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system. Third, networks or associations for memory (Bower, 1981) of trauma may
be more developed in adolescence than in childhood; consequently, the recall for
adolescent trauma may suggest that while the occurrence of childhood trauma is
extremely distressing, the verbal memory of the experienceremains less accessible.
Fourth, trauma may profoundly impair the future, forward-looking orientation com-
mon in adolescence (van der Veer, 1993); consequently, pessimistic assumptions
about the future may be incorporated into an emerging world view. Machsound,
Dyregrov, and Raundalen (1993) suggest that the adolescent may be more vulner-
able than the child to traumatic events because the adolescent is more cognitively
aware of the implications of the traumatic event. Implicationsfor Vietnam veterans,
whose average age at time of service was 19 years, are noteworthy.

Limitations of our study are as follows. Our sample of 30 individuals may be
insufficient to appropriately distinguish differences between groups. Additionally,
generalizability of our findings may be limited.

Despite the limitations of our study, the following findings are worth noting:
(1) 30% of oui elderly medical help-seeking sample met the CAPS clinical cut-off
for a positive diagnosis for PTSD, (2) frequency and intensity of adolescent trauma
distinguished between PTSD and nonPTSD groups.

This pilot study represents a preliminary step toward investigating dimensions
of PTSD among outpatient, medical help-seeking, elderly, male veterans. Previous
research with elderly veterans has specifically focused upon combat-related PTSD,
rather than upon a range of traumatic events that may occur across the lifespan.
Our findings highlight the need for future research in the following areas. (1)
prevalence and manifestations of PTSD resulting from a variety of trauma among
elderly veterans; (2) somatic manifestations of PTSD among the elderly; (3) de-
velopmental timing aspects of trauma occurrence and their contribution to PTSD
onset.
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